epitheliosis or intraductal hyperplasia. This is usually very fine and requires meticulous radiological technique and careful examination of the film for its detection, which is important, as epitheliosis may progress to carcinoma-in-situ and to invasive carcinoma. The distinction may be impossible and the site of radiological abnormality should be biopsied. Benign intraductal papilloma is a related lesion which cannot usually be identified by soft-tissue mammography, though it may appear as a local dilatation of a duct. However, if the discharging duct can be identified and cannulated, contrast medium may be injected, thus outliring the papilloma.
The fibrous breast resembles the immature type of breast, in that it contains virtually no fat, but is seen in adult patients. It is possible that it is merely a failure of the breast to mature but, alternatively, may represent a true dysplasia. A lipoma of the breast is strikingly translucent compared with other benign tumours. A breast abscess may resemble a carcinoma in that there is a dense opacity associated with diffuse cedema of the breast particularly involving the skin (Fig 4) .
The radiological features of benign breast disease are such as to indicate the following main possibilities:
(1) Patients with nodular breasts due to adenosis may be spared any surgical intervention as the mammogram will demonstrate that there is no dominant mass present.
(2) The presence of a cyst or fibroadenoma as distinct from an area of simple adenosis may be demonstrated and may indicate the need for aspiration or biopsy.
(3) A radiological diagnosis is usually possible in patients with duct ectasia, in whom there may be clinical suspicion of carcinoma.
(4) Areas of epitheliosis may be detected and the site for biopsy indicated before any discrete abnormality becomes clinically apparent. The confusion which besets the surgeon in his dealings with benign mammary dysplasia is largely one of nomenclature and has been caused by the surgeon's attempt to diagnose, on clinical examination, pathological states which can only be recognized with a microscope. The human eye and hand cannot distinguish the finer points of microscopic anatomy. The surgeon's nomenclature must be simple and he should not steal his pathologic-al colleague's more precise labelslabels which are the result of special examination. But, because the ultimate diagnosis does usually depend on the microscope, this is no excuse for the doctor not to make a careful examination and on it to formulate a precise diagnosis. The diagnosis 'NYD lump in breast' is never wrong, but it is also never right. Nothing is so instructive as one"s mistakes; and a correct diagnosis may avoid the need for a formal operation in some instances.
Benign mammary dysplasia for the clinician consists of three entities: nodularity, cystic disease and duct ectasia.
Nodularity: Nothing in breast disease has caused so much confusion as the young woman who reports that she gets pain and tenderness in one or both breasts before the onset of her period. Her doctor examines her and finds that the breasts are rather nodular, the tender areas in all probability more nodular than elsewhere. He tells the patient that she has chronic mastitis, that she need not worry and he cannot do any. thing about it. She may go away satisfied or she may be worried to hear that she has after all got diseased breasts. The way this oft-recurring problem should be handled is by first making a careful examination of the breasts, which should be seen by the patient to be careful. She should then be assured, supposing that only nodularity is found, that her breasts are not diseased, that the breast is normally a nodular organ, and that its degree of nodularity varies in individuals and from time to time in the same individual. She should be told that the majority of women get some sensation of fullness, which often amounts to aching, in their breasts before their periods, because the rising tide of hormones at this stage of the menstrual cycle causes water to be retained and the breast tissue to swell. She should be assured that there is no sign of cancer -upon which she is likely to say that she has recently read an article on breast canceradvised to make sure that her brassiere is comfortable and told to avoid vigorous exercise of her arms during times of discomfort. She should finally be assured that she has not wasted the doctor's time but was, on the contrary, wise to consult him about symptoms she did not understand.
When aching and discomfort are severe diuretics will often help, but the main treatment is reassurance. Pain which arouses worry about its cause tends to escalate. It is very seldom that painful nodularity is so severe that it requires the use of androgens, which are obviously undesirable in young women.
There is sometimes doubt as to whether a real, or dominant, lump is present. This difficulty diminishes with practice but is never entirely absent. If one is left uncertain about the presence of a lump, the patient should be re-examined a few days after her period has finished. If doubt still persists a second opinion or a biopsy is indicated.
Cystic disease: More than 50% of all women who come to autopsy have minute symptomless cysts in their breasts and the presence of small cysts must therefore be regarded as the normal accompaniment of advancing age. It is only when the cysts become clinically detectable that a clinical diagnosis of cystic disease can be made, and I reserve this diagnosis solely for those dominant lumps which are mobile, circumscribed and often fluctuant. It is particularly with cystic disease that careful examination pays dividends. The physical character of a cyst often enables a firm diagnosis to be made. The importance of this is that cysts should be treated by aspiration. For this to be done a positive diagnosis of cyst should be made, which includes the presence of fluctuation. A needle should not be used as a diagnostic tool but only as a therapeutic one. The great advantage of aspiration is its simplicity and the fact that it is an out-patient procedure.
It needs some care. It is obvious that if fluid is not encountered, the lump must be excised. It is perhaps less obvious that the lump must be excised if it is not completely abolished by aspiration, if the fluid is uniformly blood stained, or if the lump recurs within a few weeks of aspiration. Cysts which appear after the menopause should be treated with special caution because they are often associated with malignancy. Cytological examination is seldom useful. With these precautions aspiration is a safe method and simple removal of the fluid nearly always results in cure.
Duct ectasia: This in minor degree is so common in the ageing breast that, like microcysts, it may be regarded as normal. It is only in its grosser degree that it is likely to give rise to the complications which attract clinical notice.
Its etiology is interesting. It is now believed that the peripheral elements of the secretory apparatus produce a small secretion, even in the absence of lactation, throughout life. This is absorbed by the blood and lymph vessels which surround the lobules and ducts. In duct ectasia the absorbing process begins to fail because the lymphatics suffer from obliteration and fibrosisthough why this should occur remains obscure. When this happens only the fluid part of the secretion can be absorbed, the larger molecules remaining in the ducts and giving rise to steadily increasing distension by steadily thicker secretion. The latter ultimately becomes semi-solid. As distension progresses the ducts may begin to leak or they may actually burst. This causes a foreign body reaction in the surrounding tissues of varying severity, and lymphocytes, plasma cells and foreign body giant cells are followed by fibrosis. Most examples of duct ectasia pursue a quiet and undetected course, the secreting elements associated with the affected duct undergoing quiet atrophy. But in its more florid forms, it may attract clinical notice for the following reasons:
(1) Nipple discharge: Duct ectasia is perhaps the commonest of all causes of nipple discharge. The discharges are turbid, and coloured brown, green, yellow or even black; and they usually, but unfortunately not invariably, do not contain blood. The diagnosis can often be made from the discharge, and when the latter is small in amount and the area behind the nipple is soft, I have sometimes watched these patients without further intervention. When the discharge is profuse or there is doubt as to its cause, the whole of the major duct system should be excised by removing a cone of tissue, an inch in diameter, from behind the nipple and the latter then sewn back into place (Hadfield 1960 (Hadfield , 1968 ).
(2) Retraction of the nipple: The fibrosis which accompanies duct ectasia sometimes causes nipple retraction. In this instance, however, the retraction is often bilateral though usually in differing degree on the two sides. Again the central area behind the breast remains soft, but if there is any doubt the safest course is again to excise the major ducts.
(3) Varicocele tumour: If many ducts become grossly distended they may become palpable under the areola, giving rise to a 'bag of worms' feeling. More often one duct may do this in a localized area, causing what is in fact a cyst, close to the nipple and filled with turbid dark semi-solid material. Such cysts are, I believe, akin to the 'blow out' of a varicose vein but here affecting a dilated breast duct. Treatment of palpable distended ducts should again be by operation.
(4) The rarest but perhaps the most disturbing complication is the bursting of a duct which may extravasate its contents into the tissues suddenly and in considerable volume. The resulting foreign body reaction may be so sharp as to simulate an abscess and the surgeon, on cutting into the lump, finds that it is solid. It is particularly in these lumps that plasma cells may predominate and lead to a diagnosis of plasma cell mastitis. I do not think that a separate term for this histological picture is necessary.
